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1.0 PURPOSE AND INTRODUCTION 
 
The purpose of this paper is to set out plan for the Chief Medical Officer, Chief 
Scientific Advisor, Chief Nursing Officer and Chief Social Worker on key options and 
considerations to maintain and augment the community health care and adult social 
care sectors’ response to an extreme influenza pandemic. The plans and 
recommendations are set out to support up to a reasonable worse-case scenario of 
50% infection rates, 4% of those requiring hospitalisation and staff absences of up to 
50% of the workforce over the pandemic. 
 
Exercise Cygnus identified a knowledge gap in community services preparedness, 
including both adult social care and community health care. These sectors will have 
two key roles in the event of a severe pandemic. Primarily, this will be to treat and 
support individuals in the community who were already receiving care, those with 
new care needs due to the pandemic or those who are unable to get into hospital 
due to pressure there. There is also a secondary role for both sectors working with 
the acute sector in helping to reduce pressure on hospital in-patient and out-patient 
services, by providing health and care services in the community to reduce avoidable 
hospital admissions and to support discharge from hospital. This work is part of a 
cross-government programme of pandemic influenza preparedness work, which 
includes: 
 

1. Hospital care: to consider NHS surge escalation and triage in a reasonable 
worst case scenario pandemic (subject of previous briefing papers to CMO, 
CNO and CSA). 

2. Community care:  to increase our understanding of and confidence in the 
ability of the community health care and adult social care sectors to respond 
to a reasonable worse-case scenario pandemic. 

3. Excess deaths: to ensure that there is sufficient capability in England (and 
Wales where relevant) to manage the volume of deaths set out in the National 
Resilience Planning Assumptions in an effective and coordinated, but 
respectful manner. 

4. Sector resilience: to ensure that departments are confident that their key 
sectors have adequate resilience to anticipated levels of employee absence 
(both peak and duration) during a pandemic flu outbreak.  

5. Cross-cutting themes: 
a. Communications: to update, improve and consolidate 

communications messages to ensure a coherent and considered 
response in an influenza pandemic 

b. Legislation: to produce a draft UK Pandemic Influenza Bill. The Bill will 
be held internally and provide a menu of options to be brought forward 
if required to support a four nation response to a severe pandemic 
close to the reasonable worst case scenario. 

c. Moral and ethical: to ensure that ministers understand that there will 
be moral and ethical considerations in a response to an influenza 
pandemic, and give them the opportunity to have access to moral and 
ethical advice on the subject in advance and/or at the time of a 
pandemic. 

 
In addition to the above work programme, NHS England have been considering the 
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breadth of services delivered in primary care and how these interrelate to the above, 
and will shortly be focussing on mental health and end of life/palliative care in an 
influenza pandemic more specifically. 
 
This paper is to be presented to the Chief Medical Officer (CMO), the Chief Scientific 
Advisor (CSA), the Chief Social Worker (CSW) and the Chief Nursing Officer (CNO) 
to inform and assure senior decision makers and is not intended to be a guidance 
document for clinicians or care providers.  
 
The majority of the detail in this paper will not be replicated in any publically available 
documentation and this must be borne in mind when sharing this paper beyond its 
initial intended audience.  
 
This paper is current as of June 2018. It is authored by the DHSC pandemic 
influenza team; DHSC Community and Transformation directorate with policy 
responsibility for adult social care and NHS England, with the latter two teams 
accountable respectively for adult social care and community health care (see PID at 
Annex B). Input has been gathered from key contributors in NHS England, DHSC 
and partner organisations and from service providers and care deliverers (see Annex 
A).  Community care-facing guidance is already contained in NHS England’s 
guidance to the NHS on current and future preparedness for an influenza pandemic. 
Consideration will be given to producing guidance for adult social care after February 
2019. 
 
This paper, and all data within it, refers to England only. The Devolved 
Administrations have committed to considering the issue, making use of these 
materials, and working on common approaches as much as possible. Children’s 
social care is out of scope of this work stream and this briefing paper. It is being 
considered as part of the Department for Education’s sector resilience planning. 
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• 11% of the total workforce is over 60. 
• there are approximately 90,000 vacancies in the care sector; registered 

nurses and care workers have significantly high turnover rates 

In addition to the formal care service, there are also more than 6 million informal 
carers in the UK (5.4 million carers in England) providing around 8 billion hours of 
support to family, friends and others with a range of needs arising from old age, 
physical and learning disabilities, and illness.  

 
2.1 Impact on demand and capacity of adult social care 

In the event of a reasonable worse-case influenza pandemic, the number of people 
in the community requiring adult social care is expected to increase. Increases in 
demand may be as a result of a number of factors. 

1. Existing service users having increased levels of need because they contract 
influenza. 

2. Existing service users having increased levels of need because the 
family/carers who supplement their support fall ill with influenza. 

3. People not receiving a service but who are usually supported by family 
networks/carers, who need new care packages because their carers are 
incapacitated by influenza. 

4. People being discharged early from hospital with on-going care needs, due to 
overall increases in acuity and activity leading to shortages in bed capacity.  
(Whilst social services cannot be expected to deliver health care, these 
people may nevertheless have more extensive care and support needs). 

5. Previously well individuals becoming ill with another condition but unable 
access the treatment and care they would normally receive due to shortages 
in hospital/primary/community capacity and so requiring adult social care.  
 

Workforce capacity 

Whilst demand will increase, capacity, which is already under pressure because of 
recruitment challenges, will also reduce because of staff absences. Absence should 
follow the pandemic profile. Additionally, the demographic profile of employees in 
adult social care means that a higher than average proportion of the workforce is 
likely to have personal caring responsibilities. This may further reduce capacity. 
 
Absence rates for the social care workforce and NHS workforce are both estimated 
to be in the region of 17% - 20%. This consists of 15%-17% of people being absent 
directly due to illness and an extra 2%-3% to account for those who miss work to 
care for children (this does not include any impact from school closures). These are 
overall figures, in line with the workforce overall, and are likely to be higher for some 
workforces, especially if they are small. 
 
Provider capacity – care homes 

CQC’s provider information collection provides data on care home locations, 
numbers of beds, and the type of provision (residential care, nursing care or both).   
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As of June 2018, there are around 459,000 beds in care homes in England. The data 
does not show how many beds are occupied.  However, DHSC estimates that, as a 
national average, homes operate at 87%-90% occupancy, although this will 
obviously vary over time and by area.  So a reasonable assumption would be that 
10% of the total bed holding, or around 46,000-59,500 beds, may be available at the 
onset of a pandemic, although not necessarily in the areas immediately affected and 
thus demand potentially the greatest. 
 
Whilst some care homes would miss a pandemic altogether, those that do see cases 
would expect to see much higher attack rates in some of the very smallest facilities.  
Overall, we would expect an attack rate of 55%.  Based on the overall death rates, 
this would equate to a total of 5,500-5,800 deaths over the whole of the pandemic. 
This would be higher if the pandemic were to disproportionately affect older people, 
but even if they were twice as likely to die the number of newly available beds would 
be much lower than the number currently unoccupied.  Therefore, for planning 
purposes we should not place over-reliance in additional social care bed capacity 
being freed up through additional deaths.  
 
Provider capacity – domiciliary care 

Nationally, we know that around 500,000 people receive personal care in the 
community, of which the vast majority is provided in their homes through domiciliary 
care. However, there is no national level data breaking down what this domiciliary 
care entails, and therefore any estimates calculating how our prioritisations plans 
would play-out will be misleading. The Care Quality Commission collection identifies 
the location of providers and age groups of service users but does not show 
providers’ reach or the number of packages of care provided.  
 
Through the Pandemic Flu Resilience Standard, Local Resilience Forums (LRFs) are 
expected to have a methodology to identify people who are likely to be vulnerable in 
an influenza pandemic, which should be agreed with partners, recorded and tested. 
This should include working with local authorities, who have good knowledge of their 
local social care market. Nonetheless, given the pressures on the sector in normal 
times, it seems reasonable to assume minimal to zero spare capacity. 
 
Carers 

There are currently 5.4 million informal carers in England. In the peak week we 
would expect 10-12% of the population to be incapacitated with influenza. Clinical 
advice states that we should expect that no one with influenza would be able to give 
care for the first 5 days and almost everyone who survives would be able to care 
again after 10 days. Assuming an average of 7 days, we would expect around 
610,000 people no longer to be able to give informal care in the peak week, with 
upper and lower estimates of 430,000-930,000. This number includes both the 
number who would become incapacitated and who would be incapacitated over the 
peak week. 
 
Some carers care for more than one person, some people have more than one carer 
and others would have friends of family that could help care for them. The number of 
people who would require care as a result of the loss of informal care would 
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1. Which services can be deferred / reduced? 
2. Which services may need to be increased? 
3. What level of service user choice is possible? 
4. How can increased use of technology support the system?  

2.2.1 Prioritising care 

Adult social care prioritisation will 
be essential in order to maintain 
services as pressure on 
resources mounts. A clear 
understanding of risks and 
consequences, and how to move 
into recovery, will be required.  
The recovery implications and 
consequence management are 
outlined in section 2.3.   

Prioritising adult social care is 
incredibly challenging. Many 
service users will be receiving 
more than one type of care, such 
as personal care as well as a re-ablement package, or a support worker alongside a 
befriending scheme and welfare rights officer. The following categories should be 
followed when prioritising adult social care. 

• Low risk social support: e.g. developing/maintaining family relationships, 
engaging with the local community, accessing work etc.  

• Low risk personal support: e.g. maintaining personal hygiene, routine 
housework or laundry. 

• Preventative but necessary to keep people out of hospital/residential care: 
e.g. re-ablement / occupational therapy. 

• Assessment: central to keeping people out of hospital, and supporting rapid 
discharge when they have been hospitalised. 

• Life critical: e.g. nutrition/hydration, medication, support with caring 
responsibilities. 
 

In order to prepare for an influenza pandemic and target services effectively, local 
authorities will be expected to work with sector partners, including independent 
providers and the voluntary sector, to identify vulnerable people in order to stratify 
risk and provide a framework for prioritisation.   

• Those who live alone with no support from family or friends. 
• Those who do not live alone, but are dependent on carers for daily support 

and therefore would become vulnerable if that support were to fail. 
• Those who have extensive support from a network of family, friends and 

CASE STUDY – Working Age Adult 
An autistic 41 year old service user receives a 
package of care to promote independent 
living and support their social and physical 
activities. 

This includes a personal assistant to attend to 
personal care (showering and dressing) and 
support cooking meals twice a day, as well as 
3 meetings a week with a support worker to 
support social and physical activities.  

In a severe pandemic influenza, this would be 
reduced to one visit by a personal assistant 
every three days, and a “meals on wheels” 
service would be provided.  
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community groups and could be expected to manage without a normal service 
for a short period. 

• People who are funding their own care. 

Local authorities and providers should also put an emergency plan in place with 
each of its services users to identify what other support could be accessed during a 
pandemic, e.g. help from family or friends. This will be included in the Pandemic 
Influenza Resilience Standard for Local Resilience Forums. 

In a severe pandemic, only those services that are life-critical will be maintained, 
along with the assessments needed to ease pressure on hospital services. Service 
users being cared for in their own homes will have to remain in bed during the day, 
with much reduced hygiene support. They will no longer have a choice about the 
date or time of their visits or appointments. Practical steps such as re-ordering visits 
so they are in geographical order, allowing care workers to go straight to a visit 
rather than via a place of work, and reducing double-handed visits where it is safe for 
both staff and client will help free staff time and so increase capacity.  
 
In the short term, people will have limited, if any, choice about the care home they 
access, whether admitted from their own homes or hospital. In the most extreme 
situation, there could be removal of choice altogether. To facilitate discharge from 
hospital, patients receiving intermediate care or those for whom acute care is no 
longer required could potentially be discharged home, or to step-down beds, earlier 
than usual to enable others to be admitted. 
 
More patients could be supported by a greater focus on telecare/tele-monitoring and 
by deferring re-ablement / rehabilitation during periods of pressure, which could be 
re-introduced when the pandemic is waning.  Some assistive aids/technologies - e.g. 
grab rails, commodes, alarms - may also help people to manage more effectively in 
the short term in their own homes, particularly if these things were put in place at the 
start of a pandemic, before pressures mount significantly. 
 
Local authorities and NHS community services will be expected to work with partners 
across the system, including the voluntary sector, so that services can be targeted 
and delivered effectively and efficiently in local areas (see section 4). 
 
The table below provides an indication of the types of adult social care, and in the 
pandemic wave whether these could be reduced or deferred, and when it might be 
appropriate to do so.  It is important to note that an individual may receive a number 
of elements of care, so by reducing some elements earlier than others, it may simply 
free up some time, rather than completely reduce the number of visits required.  
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for rural service users and to support earlier hospital discharge, has been much 
deliberated but the consensus is that such an approach is not feasible. Hubs would 
have significant staffing requirements, some service users may be unsuitable for 
transfer, and services users often require more than one type of care.  
 
Furthermore, there would be significant cost involved in moving someone from being 
cared for in their own home to a staffed facility. There is also a risk of consigning 
people to sub-optimal care pathways that would ultimately lead to them needing 
longer-term residential, nursing or hospital care rather than care at home.  
 
However, the following options should be utilised where staff and funding are 
available: 
 

• In response to the increased demand in palliative and end of life care, empty, 
non-funded beds in hospices could be opened. 

• The space in existing residential / care homes could potentially be increased 
and maximised if capacity could be increased through installing extra beds in 
each room or using communal areas for nursing support. 

 
2.2.3 Staffing 
 
In addition to prioritising elements of services, both adult social care and community 
health care will need to consider staffing provisions, including options for increasing 
staff numbers and required training and upskilling. As shown in table 1, there is a 
wide range of staff working in adult social care, the vast majority of whom are care 
workers.  They require core skills and are responsible for providing many of the 
services that will be life-critical during a pandemic such as nutrition. A key element of 
the response will be multi-agency working between community health care and adult 
social care, including consolidating visits. Details on this, and options for staff 
portability, are outlined in section 4.  
 
Some of the practical interventions that could be deployed to release staffing are as 
follows. 
 

• Re-deploying staff within adult social care: following the prioritisation 
principles outlined, staff should be re-deployed where possible to services 
that are of a higher priority. 

• Working at the top of the skills level: staff should be providing the services for 
which they are best qualified, where the services meet agreed local priorities.   

• Increasing caring responsibilities: family, friends and neighbours will be 
expected to meet individual’s new requirements for personal care, including 
when they leave hospital. 

• Returning to work: recently retired staff and people on parental leave, career 
breaks etc. should be incentivised to return to work. 

• Bringing in staff from other sectors: people working in other related services 
e.g. dental nurses could transition to priority work. 

• Working with voluntary sector organisations not already providing ‘core’ adult 
social care: the voluntary and third sector, including smaller, more local 
groups, may be able to support the response. 
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Staff training will be necessary to ensure that re-deployed or newly deployed staff 
are competent to act in different roles. In the event of a pandemic, local authorities 
will be expected to work with independent care sector providers and other partners 
to maximise the staffing pool by taking practical steps, including the following. 
 

• Housing staff on-site or nearby: where feasible, this may help people work 
extended shifts. 

• Sharing staff: e.g. pairing up nearby care homes or domiciliary care providers 
may help mitigate staff shortages. 

• Supporting return to work: social workers who have been out-of-practice for 
between 0-2 years do not need to re-register with the Health and Care 
Professions Council, so could come back into the workforce immediately.  
Those who have been out of practice for between 1-5 years require 30 days 
of updating their skills and knowledge.  Both groups could therefore be re-
deployed reasonably quickly.  Social workers who have been out-of-practice 
for 5 years or more require 60 days of updating their skills and knowledge but 
could with appropriate training could carry out less complex assessments, for 
example. 

• Extending employment opportunities to new care assistants: training can be 
completed in 12 weeks in their employment role, so may be suitable for rapid 
expansion. Training is portable across care and health, and delivers some of 
the life-critical elements of social care, such as ensuring that people receive 
food and the basic necessities of life. 

 
2.3 Recovery implications/consequence management 
 
Prioritising care is likely to have knock-on effects. 
 

• Financial implications: competition for packages of care could drive up costs 
in the short-term. These costs are unlikely to be sustainable post-pandemic, 
and could destabilise the market, as could spot purchasing unless local areas 
work closely with partners including the NHS. 

• Deterioration in service users’ well-being and independence: withdrawal or 
scaling back of services may mean that some users, particularly the most 
vulnerable such as those with mental health issues, deteriorate to the extent 
that they need more extensive/expensive packages of care and support long-
term. 

• Deterioration in service users’ health: general lack of care may give rise to 
health issues e.g. bed sores, infection because of poor hygiene, that lead to 
longer-term pressure on health services as well as social care. 

• Delayed access to services: may result in people needing more complex 
packages of care. 

• Impact on carers: some carers may find that their ability to continue with their 
caring responsibilities or to continue them to the same extent compromised, 
resulting in more extensive packages of support being required. 

 
One option suggested by ADASS is to consult on a national rate (with an allowance 
for regional variations e.g. for London) for emergency placements and high 
dependency periods in residential homes. This could act as an advanced purchasing 
approach, but would also run the risk of destabilising fragile social care markets and 
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3.0 COMMUNITY HEALTHCARE SERVICES 
 
The majority of community health care takes place in people’s homes or 
community settings. Around 15.4 million people in England use community health 
services to manage post-acute care rehabilitation and their long term conditions, 
in partnership with primary and secondary care. These include diabetes, chronic 
obstructive pulmonary disease, coronary heart disease, arthritis and asthma. 
 
There is an increasing emphasis on personalisation of support to enable people to 
remain and be cared for in their own homes and communities. Community health 
care providers, alongside adult social care providers, are a key part of keeping 
patients out of hospital, by providing preventative services and/or on-going support, 
as well as ensuring patients can be discharged from hospital. 
 
Services provided vary dramatically across England, with differences in both 
provision and patient need. Community health services are commissioned via block 
contract by Clinical Commissioning Groups (CCGs). Local Authorities also 
commission some community health services to fulfil their public health 
commitments; e.g. health visiting, sexual health services and others. Providers are 
approximately 69% NHS, 18% private sector and 13% third sector.  
 
NHS Improvement’s review into operational productivity in community and mental 
health services found that the workforce (by full time equivalent) consists of: 

 

 

 
 
 
 
 
 
 

 

 

 

 
3.1 Impact on demand and capacity of community health care 
 
As with adult social care, in the event of a reasonable worse-case influenza 
pandemic, the number of people in the community requiring some form of support is 
expected to increase significantly, many of whom will require community health care. 
Increases in demand may be as a result of: 

• Individuals discharged early from hospital with ongoing health care needs, 
due to overall increases in acuity and activity leading to shortages in acute 
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capacity. 
• Existing community health care patients having increased levels of need due 

to influenza infection. 
• Previously well individuals needing community health care as a result of the 

pandemic. 
 
It is difficult to estimate these numbers accurately, as the way a pandemic will 
impact is such an unknown variable, however some broad assumptions can be 
made. The NHS bed base (most recently collated for Jan-March 2018) indicates 
there are 130,000 total beds of which 103,000 are general and acute, with the 
remainder split between learning disabilities (1,000), maternity (8,000) and 
mental illness (18,000). Occupancy for the same period of time was 90% on 
average (range 58% maternity to 93% G&A). Extrapolating from the current 
population census for England (54 million) using the reasonable worst case 
planning assumptions in the UK Pandemic Influenza Strategy, between 270,000 
and 1,080,000 people will need hospital care at some stage during a pandemic. 
Even if this was distributed evenly across a 15 week pandemic (which we know it 
won’t be), this would range from 18,000 to 72,000 admissions being required per 
week (or 14 to 55% of the bed base). A further 26 million will need some form of 
care for their symptoms in the community, be that through primary care, over the 
counter medicines, or self-care due to influenza.  
 
There will be further significant numbers of patients whose existing conditions 
exacerbate, and while they can normally be safely cared for in the community 
with minimal routine healthcare contact, additional primary or acute care contact 
maybe needed, for example patients with COPD, asthma, diabetes and other 
long term conditions (LTC) which are recognised in the Green Book as putting 
them at risk of seasonal influenza. In normal, non-pandemic influenza seasons, 
readmission rates are high for patients with respiratory conditions. The national 
COPD audit revealed that following an index admission for an acute 
exacerbation, readmission rates are 24% at 30 days and 43% at 90 days. Given 
we have 1,000 emergency admissions for respiratory HRGs per day, rising to 
2,000 per day in winter, we could assume all these LTC patients would either 
need admission or enhanced care in the community in pandemic. The British 
Lung Foundation identifies ~2% of the population (over a million people) have a 
diagnosis of COPD. There is a suggestion that a further two million with COPD 
are undiagnosed. 

 
Workforce 
 
Whilst demand increases, capacity will reduce due to staff shortages. As with adult 
social care, the demographic profile of those employed within the community health 
care sector means that a higher than average proportion of the workforce has 
personal caring responsibilities.  
 
Absence rates for the NHS workforce are both estimated to be in the region of 17-
20%.  This consists of 15%-17% of people being absent directly due to illness and 
an extra 2%-3% to account for those who miss work to care for children (this does 
not include any impact from school closures).  These are overall figures and are 
likely to be higher for some workforces, especially if they are small. 
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Demand 
 
The lack of data available on community health services is a known challenge. 
DHSC have worked with NHS England and NHS Digital to resolve this, by 
developing the Community Services Data Set (CSDS), which has been reporting 
since February 2018. However, it will take some time for the system to bed down 
and start to provide reliable baseline numbers.  
 
Analysts have confirmed that this data set is not suitable to model how a 
reasonable worse-case scenario pandemic will impact community health care 
demand. In its aggregated form, it provides little insight into demand on community 
health care services. For instance it records the number of patients using the system 
in a one year period but this is not exclusively persistent use. It is not possible, at the 
aggregate level, to separate out counts for those who use the system briefly and 
those who are using it for all or most of the year. It is not possible to use the 
aggregate data to distinguish between those patients that require a great deal of 
care from those who require much less. Use of the CSDS at an aggregate level is 
not recommended for pandemic planning. 
 
The only information currently available through the CDSC is on breast feeding, 
district nursing and end of life. Some narrative examples are given below. An 
‘England total’ figure is not available due to low coucoverage, and thus any statistical 
analysis must be considered as ‘Experimental Statistics’; that being said, the 
following provides some indicative (which must be accepted to be low) estimates of 
demand for these services. 
 
District nursing information is available from 63 providers: 
 

• District nursing referrals (Oct to Dec 2017): 330,000 referrals from 233,000 
unique patients. 

• Care contacts (Oct 2017 to Jan 2018) following a referral to district nursing 
(Oct to Dec 2017): 1,800,000 contacts from 199,000 unique patients.  

• The majority (86%) of the 199,000 unique patients are aged over 60 (over one 
third of the 199,000 are aged 85 and over). 

 
Information on end of life referrals is available from 68 providers:  
 

• End of life referrals (Oct to Dec 2017): 23,000 referrals for 16,000 unique 
patients (87% of whom are aged over 60). 

 
Care contacts (Oct 2017 to Jan 2018) following an end of life support referral (Oct to 
Dec 2017):112,000 contacts for 11,000 unique patients. 
 
3.2 Service Reconfiguration 

 
Community health care providers regularly utilise surge capacity measures in 
delivering care in the current environment and, as with adult social care, 
organisations should use their business continuity plans to identify their priority 
services for an extreme pandemic. However, in order to respond to a reasonable 
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worse-case scenario, significant service reconfiguration will be required in addition to 
prioritisation.  
 
As with adult social care, the key questions to consider when reconfiguring 
community health care are:  
 

1. Which services can be deferred / reduced? 
2. Which services may need to be increased? 
3. What level of patient choice is possible? 
4. How can increased use of technology support the system?  

  
3.2.1 Prioritising Care  

 
Care prioritisation will be essential to maintain levels of service with limited 
resources. In order to prioritise and reconfigure community health care services, a 
clear understanding of the consequences is required. The recovery implications and 
consequence management is outlined is section 3.3. Prioritisation of the different 
elements of services should be based on the following categories:  
 

• Preventative: long-term prevention/minor – e.g. Stop Smoking, Nutrition;  
• Preventative: quality of life - e.g. Podiatry, Sleep problems;  
• Preventative: but necessary to keep people out of hospital - e.g. Respiratory, 

Post-operative care,  
• Life critical - e.g. PEG medication,  

 
As the pandemic progresses, services will need to be reduced until only life critical 
services are maintained. As the resources (e.g. PEG feed) run out, the switch to 
palliation and end of life support would need to be very carefully managed. This will 
need an increase in the staffing numbers trained and able to deliver the service, as 
these are typically small teams in routine business. Options for increasing staffed 

CASE STUDY 
One provider noted that their nurses should complete an average of 8 visits a 
day. However that average is made up of Band 5 registered nurses completing 
12-14 straightforward nursing visits a day such as insulin and other meds 
administration, these visits are approximately 20 minutes. Whereas more senior 
staff might only do 6 but these will be delivering palliative care and other more 
complex care. 
 
This provider is already using telecare where possible, using a prompting 
approach to reduce the need for a nursing visit but for all other tasks the nurse 
needs to be physically such as changing wound dressings, administering 
insulin. Additionally, they organise delivering care in small geographical areas 
which reduces travelling times to 10 minutes between patients. 
 
This demonstrates that providers are already using some of the options 
available to them to reconfigure services and make the most of limited 
resources, meaning an influenza pandemic could have a significant impact more 
quickly, if there is no slack in the system. 
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higher in the NHS than in the wider population for reasons set out earlier in this 
paper. As noted above, when prioritising care, it is important to consider when those 
staff can be usefully re-deployed. Additionally, training and upskilling will be vital to 
enable staff re-deployment and prioritisation of services.  
 
The following principles would be considered with regards to covering the forced 
withdrawal of care resulting from loss of staff with influenza:  
 

1. The first tranche of diminished/ thinner care would be SUBSTITUTION by 
other community health care staff: the interventions in most part to 
maintain prior commitments and provide registered ‘nursing’ expertise only for 
2) and 3) below, i.e. maintain the current supported community bed-base. 
 

2. The second string would be REPLACEMENT of professional health care 
staff by volunteers not related to the patients. This has significant potential 
but is difficult to estimate and model and may be affected in a pandemic by 
‘risk’ of contracting influenza and prioritisation of family (3). This may not 
generate any new capacity but could maintain home care provision. There 
would also be concerns about safeguarding, indemnity and need for some 
form of background check/ registration. 
 

3. New RELATIVE RESPONSIBILITY is the third string and relates to 
necessary commitment of family and close friends/ neighbours to immediately 
adopt the care needs of relatives/ friends who have a new onset requirement 
for personal care. This would also be applicable to ‘forced discharges’ from 
hospital. It may also overlap with volunteer replacement (2).  

 
Some of the practical interventions that will be deployed to release staffing are: 
 

• Re-deploying staff within the NHS: Following the prioritisation principles 
outlined above, staff should be redeployed, where possible, to services that 
are of a higher priority. It may also be possible to release clinically trained 
staff in CCGs or other administrative NHS organisations to resume clinical 
roles in the community. This would only be possible through local 
conversations and discussions and an understanding of individual staff skills 
and capabilities. This is already underway in some areas where CCG-
employed pharmacists support discharges in some acute trusts by supporting 
medicines provision to patients. Additionally, many GP practices employ 
health care assistants; these could support community health care but it 
would need to be clear what role they could have.  

• Work at the top of the skills level: Staff should be providing services at the top 
of their skill level for which that are qualified. This would mean lesser skilled 
staff or unskilled volunteers may be required to undertake some care tasks 
that would routinely be provided by someone who could be described as 
‘overqualified’. 

• Bringing in staff from other sectors: Other sources of staff could include 
registered nurses returning to practice, student nurses, midwives and medics, 
and allied health professionals. Registered dental nurses or even veterinary 
nurses could potentially support some aspects of community health care, 
however their training and skill sets are very different to healthcare nurses 
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and veterinary nursing skills in particular do not read across to many NMC 
registrants’ skills. In a reasonable worse-case scenario, there will be a public 
request for registered nurses and midwives working in the corporate sector, or 
those who are no longer practicing to support aspects of community health 
care, through returning to nursing and/or working for community health care 
providers on a temporary basis. We are working to understand the potential 
sizes and uses of these staff groups, who would require a variety of 
registration checks, revalidation requirements, training and supervision 
depending on their skills, experience and length of time since practising. The 
issue of indemnity has been covered in the Draft Pandemic Flu Bill.  

• Increased relative responsibility: There would be a necessary commitment of 
family and close friends/ neighbours to immediately adopt the care needs of 
relatives/ friends who have a new onset requirement for care. This would also 
be applicable to ‘forced discharges’ from hospital. This could include support 
taking medication, dressing changes and turning/ moving patients to prevent 
pressure sores. 

 
Unlike adult social care, many of the community health care services are provided by 
trained individuals. Training should be rolled out sooner rather than later in a 
pandemic to ensure valuable patient care time can be maximised during a peak.  
Professional bodies could be asked to identify some of these skills and 
competencies (for example phlebotomy, end of life care, and mental health support 
have been suggested as key aspects by community health care providers) and, in 
partnership with Health Education England, develop a training package in advance 
that can be rolled out when needed. This requires a formal request from DHSC.  
 
3.3 Recovery implications/consequence management  

Changes to the frequency or delivery of community health care will undoubtedly 
have secondary consequences and there will be instances of harm which would 
ordinarily be avoided. Patients may have longer 
recovery times from both existing and new 
conditions, including influenza related illnesses, 
and this will mean an extended impact on 
community health care services through 
ongoing increased demand. As capacity in the 
acute setting starts to become available again, 
there may be opportunity to admit community 
patients and for them to receive secondary care 
which will help their recovery. 
 
Mental health and psychological care aspects 
will likely be significant and ongoing for a long 
time, for both patients and community health care workers. The pressures on mental 
health are already significant, and specific pathways may need to be developed to 
meet the needs of a reasonable worst case pandemic (for example in the same way 
as pathways were developed for people involved in and affected by the major 
incidents in 2016 and 2017).   
 
Organisations themselves will also need to recover, and this will take time as staff 

Case study 
While perhaps not immediately 
directly comparable to an 
influenza pandemic, the 
community recovery to the 
Grenfell Fire has been 
significantly longer than 
recovery period within the acute 
sector, and indeed is still 
ongoing for patients, friends, 
families and staff. 
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4.0 MULTI-AGENCY WORKING 
 

In the event of a severe influenza pandemic, local authorities, adult social care 
providers and community health care providers will be required to work together to 
meet the needs of the community as part of the wider whole system response. This 
multi-agency response will ensure limited resources are prioritised to support those 
with the highest level of need.  
 
A Pandemic Influenza Resilience Standard is currently being drafted, outlining what 
Local Resilience Forums will be expected to have in place in preparation for a 
reasonable worse-case scenario influenza pandemic. Additionally ADASS are 
drafting a ‘top tips’ guidance for Directors of Adult Social Services. The following 
issues have been identified as key to resolve to ensure an effective multi-agency 
response and will be included in both of these documents. 
 
4.1 Provider contacts 

 
• All local areas should have effective contact points between local authority 

emergency planning teams and social care providers, such as a provider 
forum.  

• This is to ensure that LRFs/Local Authorities are aware of the total market 
provision, including private providers who only work with self-funded servicer 
users/patients. Building relationships with these providers will streamline 
communication in an emergency.   

• The Care Providers Alliance and ADASS are working together to establish a 
framework for this and to build on the partnerships in areas with established 
Provider Forums. Subject to funding DHSC should expect all areas to have 
effective contact arrangements in place [Estimate ~£100k in 2018/19 to 
implement]. 
 

4.2 Removal of boundaries 
 

• During periods of high pressure (e.g. during winter) provider boundaries are 
flexed, on an ad hoc basis, to enable patients to go to a bed (typically a 
specialist acute or mental health bed) anywhere in the country that is most 
appropriate to their needs or where there is space. 

• In the event of a pandemic, all providers should be prepared to receive 
patients/service users depending on availability, not locality or geography.  

• However, it will be important to watch for inflationary costs getting built in by 
inefficient spot purchasing of care, e.g. Council A in the North East of England 
buying capacity from providers in the North West region and affecting locally 
agreed fee rates. 

 
4.3 Consolidating visits and delegating tasks 

• As pressure on the system increases, there will be a need to reduce 
duplicative visits from domiciliary social care and community health services. 
This will require good communication between NHS services and domiciliary 
social care providers and is reliant on the issue of data sharing being resolved 
(see section 5.1). Local health and care systems will need to work jointly to 
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maximise resources and reduce 
duplication. This is likely to be less 
challenging in areas with mature 
integrated relationships. 
 

• Local Authorities and Community Health 
Care providers will be expected to work 
together to identify health and social care 
clients who are in community settings, 
including the location of patients/service 
users, what services they receive, and 
their level of need, (see Section 5.1). This 
will support decision-making on whether 
tasks could be delegated from one to the other to make best use of resources 
and reduce infection risk. For individuals who receive multiple visits from adult 
social care and / or community health care, these would need to be prioritised 
to ensure the patient didn’t deteriorate and require admission to acute care.  

 
• There is already evidence that the current challenges with numbers of 

registered nurses within the community nursing workforce and access to 
primary care has resulted in the safe delegation of some appropriately ‘low 
level’ clinical tasks being undertaken by home care workers. In the event of a 
severe pandemic, district nurses delegating some basic nursing tasks to social 
care providers, if they have been given suitable training, will be a key way to 
manage demand.  

 

4.4 Staff Training 

• In order to facilitate consolidation of visits between adult social care workers 
and community health care workers, a certain level of training will be 
necessary. This will ensure re-deployed staff were confident and competent to 
undertake different roles.  

• In a severe pandemic, it would be beneficial for all community based staff, as 
well as staff coming into support organisations to have an appropriate level of 
training. This would include basic training in areas such as mental health first 
aid and the relevant components of palliative/ end of life care. For example, 
even with changes to relevant legislation regarding opioids administration, the 
titration of the right pain or symptom management is a sophisticated skill and 
not a basic one. 

• Local conversations at Local Resilience Forums or lower level could help 
facilitate the identification of skills locally that might be beneficial to share, and 
where resources and time permit – this cross-training could potentially take 
place now. 

4.5 Identifying vulnerable individuals 

• The methodologies to identify people who are likely to be vulnerable in an 
influenza pandemic should be agreed with partners and recorded and tested 

Case Study 
The Community Health Care 
provider in Camden uses an 
application to map their 
caseloads. Depending on data-
sharing difficulties, this could be 
shared with other service 
providers in a locality to 
consolidate visits to those 
individuals. 
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as part of the Local Resilience Forum (LRF) planning.  
• This should include recognition that in an influenza pandemic, some 

individuals who would not usually be considered vulnerable, may be at 
increased risk. This could include socially isolated individuals and people 
cared for by family members who themselves are at greater risk of the effects 
of pandemic influenza (e.g. older people).  

• Additionally, some people who become acutely ill with another condition may 
become highly vulnerable because the treatment and care they would 
normally receive is not available.  

• LRFs will also be reminded that the cohort of vulnerable people will change 
during a pandemic – for example as a carer becomes sick a person maybe 
vulnerable, but then they cease to be vulnerable as soon as their carer 
recovers.  

 

5.0 NATIONAL POLICY 

Whilst the day to day operational aspects of the adult social care and community 
health care response to an influenza pandemic is likely to be led at a local level, 
there is much that the national level will do to support an effective response. The 
following issues have been identified as key roles for the national level to lead on, 
empowering the local level and unblocking major barriers.   

5.1 Data Sharing 

• To ensure an effective multi-agency response, it will be necessary to share 
patient information between community health care and adult social care. 

• It has been established that this is already permitted, depending on the 
scenario, under a common law duty of care, s.251B of the Health and Social 
Care Act 2012 or Regulation 3 of the Control of Patient Information 
Regulations 2002 (SI 2002/1438), which authorises the processing of 
confidential patient information for the purposes of communicable diseases 
and other risks to public health in the circumstances specified in the 
regulation. Additionally, confidential patient information may be shared in an 
emergency in cases where there is an overriding public interest, as outlined in 
the Cabinet Office guidancei. This will be reiterated to providers at the time to 
support their confidence in delivering the activity. 

• To further ensure that the nervousness at the frontline with regards to data 
sharing, as demonstrated during the Grenfell fire and Manchester attack, does 
not become a hindrance, it is recommended that all Local Resilience Forums 
develop an Information Sharing Protocol and this will be in the Pandemic 
Influenza resilience standard. 

 



OFFICIAL SENSITIVE 

31 
 

5.2 Regulation in Health and Social Care 

• CQC’s primary statutory objective is 
“to protect and promote the health, 
safety and welfare of people who 
use health and social care”. It will be 
necessary to ensure that 
individuals, as well as organisations, 
know that they will not be 
sanctioned for a reduction in the 
quality of care during a severe 
influenza pandemic where the 
effective running of the service has 
been impacted by e.g. a high level 
of staff absence. In these 
circumstances, CQC would expect providers to aim to meet as best they can 
the fundamental standards of care. 

• As well as developing a Pandemic Flu Action Plan, the CQC have developed 
their messaging to provide reassurance to providers and information on what 
these easements will mean for them.  

• This includes scaling back regulatory activity, fast-tracking provider 
registrations to ensure additional capacity and being pragmatic in their 
approach, taking into account pressures on services whilst being mindful of 
risks to people. CQC will respond appropriately and proportionately to risks to 
people using services. 

• By taking a flexible and risk-based approach, and making a national 
statement on possible regulatory easements, the CQC would provide 
reassurance to providers and commissioners who feel constrained because of 
concerns that their quality rating may be negatively affected. 

• The CQC recognises there may need to be a short-term, localised trade-off 
between responding to a severe pandemic influenza and maintaining quality. 
It is agreed that safety should never be compromised.   

• NHS England and NHS Improvement  have a tried and tested history of 
working well together in periods of pressure surge (e.g. winter) as well as 
during major incidents (for example in the aftermath of the Grenfell Tower fire) 
and when coordinating system responses (e.g. the Roche diagnostics issue). 
The two organisations are working increasingly closer together, and in an 
influenza pandemic will very much follow a ‘pragmatic not bureaucratic’ 
approach to managing the NHS response and supporting the system. Wider 
emergency preparedness arrangements are being aligned between the two 
organisations and pandemic influenza preparedness is an aspect of this. 

 

Case Study 
Several years ago, the NMC did a 
piece of work on ensuring that 
registered nurses and midwives 
could be confident in knowing that 
they were ‘allowed’ to share data 
with social workers (e.g. in 
potential abuse queries). It was 
identified that the regulatory voice 
is important to assure registrants 
that they are not breaking their 
Code or risking their registration. 



OFFICIAL SENSITIVE 

32 
 

5.3 Legislation 

• There is a separate piece of work to produce a Draft Pandemic Flu Bill, which 
considers emergency registration of health professionals, discharge from 
hospital processes and flexibilities to the Mental Health Act 1983, alongside 
other measures across Government.  

• The Draft Pandemic Flu Bill creates a new legal provision which enables the 
Secretary of State to provide indemnity cover in a pandemic for clinical staff 
who are not already covered by the Clinical Negligence Scheme for Trusts 
(CNST) or the proposed GP indemnity scheme (when activated). 

• This means that individuals who are employed or otherwise engaged by NHS 
trusts to provide tasks for which they have adequate training, will have 
indemnity cover. 

• This is particularly relevant for those individuals who are asked to take on 
additional responsibilities, work out of hours or in different locations, or 
individuals who are temporarily registered using the other provisions in the 
Bill. Therefore this will cover social care workers who are asked to also 
undertake some health care tasks on behalf of the NHS, where they are 
trained. 

• Volunteers will be coordinated through formal organisations, such as the 
British Red Cross or Local Authorities. These organisations have insurance 
for their volunteers, such as Public Liability Insurance, providing indemnity for 
those individuals who support the response in a formal capacity. 

• We are in discussion with MHCLG regarding the flexibility of all statutory 
duties. Any amendments required will be explored in the next review of the 
Draft Pandemic Flu Bill. 

• Indemnity for Social Care workers in relation to the flexibilities introduced in 
this paper will be considered in the next review of the Draft Pandemic Flu Bill.   

 

5.4 Voluntary Sector 

• As the adult social care and community health care sectors come under 
increasing pressure, there will be a need to utilise volunteers to support the 
response.  

• In the first instance, we would request that individuals support the care of their 
friends and family, especially in instances where informal carers are 
unavailable due to illness.  

• We would then use formal routes to coordinate the voluntary response. This 
would include the British Red Cross Community Reserve Volunteer Program, 
and Community Volunteer Groups, as well as a number of other organisations 
that coordinate the volunteer capacity in a community. Many Local Resilience 
Forums also have a Voluntary Sector Panel composed of representatives of 
the national organisations as well as more localised organisations; this can 
help coordinate local activities. 
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• By coordinating the volunteer response through organisations rather than 
encouraging spontaneous volunteers, volunteers would have insurance/ 
indemnity, (see section 5.3) and the response would be more effective.  

• Volunteers would not be requested to undertake caring roles, instead they 
may be asked to support:  

o Shopping 
o Collecting medicines  
o Cleaning houses 
o Administrative support for care providers 

• Previous pandemics have seen fear of infection in volunteers. Careful 
communication and infection control will be required to ensure that the 
number of possible volunteers is not limited through fear. Any planning should 
not rely on a significant amount of voluntary or additional support. 

5.5 Military and Police Support 

• Following discussions with the MOD and Home Office, it has been established 
that there will be limited capacity for either sector to support the adult social 
care and community health care response. However, for where capacity is 
available, the following principles have been agreed: 

o No medical or personal care to be provided, other than by trained 
military paramedic. 

o We will not ask the MOD to cover private sector responsibilities e.g. 
rubbish collection. We expect the private sector to have robust 
contingency plans.* (*This will also apply to private companies running 
adult social care, and we would want the MOD to support voluntary 
sector providers first.) However, if the Local Authority are asking for 
help for people they are responsible for, and in situations where the 
provider says "we can't cope without help", we will be requesting 
support for both private and state funded providers.) 

o For the majority of asks, there will be a precedent, hopefully easing 
deployment.  
 

• This is all underpinned by an awareness that military or police personal may 
be out of the country or otherwise occupied. 

• The sort of tasks we could request support for are:  
o Collecting and delivering medicines for patients/ housebound service 

users 
o Supporting community health care providers/ social care providers (e.g. 

through home visits or phone calls to do welfare checks)  
o Security support at NHS premises which do not have existing security 

arrangements (e.g. pharmacies, general practices)  
o Support from police medics (e.g. BTP medically trained staff) to 

ambulance/ acute trusts 
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o Portering  
o Catering e.g. care homes / hospitals 
o Logistics / management support 

5.6 Stockpiling 

• There are established national stockpiles of pharmaceutical and non-
pharmaceutical countermeasures for health and social care providers in an 
influenza pandemic. These include personal protective equipment, medicines 
(antivirals/ antibiotics) and hygiene consumables. Some of these are stored 
on a just in case basis, while others have rapid call off contracts (just in time) 
for purchase when needed. There are storage and distribution mechanisms 
around these, and a substantial programme of work around maintaining these 
as well as a significant financial cost.  

• It has been suggested that other items could also be stockpiled such as 
continence aids, commodes, fall sensors, and panic button necklaces. For 
example, if a customer self- funds their own continence products, they might 
appreciate additional supplies that have a greater capacity for retention, so 
would need changing less frequently. This is recommended to Local resilience 
Forums through the Pandemic Flu Resilience Standard and we will consider 
whether that is sufficient, or there needs to be a stronger national role, when 
this paper is next reviewed. 

5.7 New technology options 

Technology will be a key option to manage the pressure on services in a severe 
pandemic, ensuring staff time is used for most effectively, maintaining a very basic 
level of patient or service user care where possible. Many of these options are 
currently not widely used due to a variety of reasons such as cost, lack of empirical 
peer reviewed evidence or competing pressures. National support and funding of 
local initiatives, to embed such technologies now in routine business processes 
could aid service delivery in a pandemic response, however there would need to be 
clear and robust justification as to why funds were being used in this way rather than 
for more immediate care delivery. 

    5.7.1 Medication Management 
 

• Some patients and service users who have specific diseases, e.g. Diabetes, 
Epilepsy, need their medication / food at very specific times to ensure their 
health and mobility are maximised. Enlisting the help of friends, family, 
neighbours can help with medication prompting.  

• However, for individuals with limited support, providers will need to increase 
the use of technologies such as blood sugar monitors, medication prompting 
devices and self-administered anti-coagulants. There can also be an increase 
in the use of timed, electronic dossett boxes. 
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5.7.2 Near Patient Testing 

• Rapid and near patient testing (also known as point of care testing) for 
influenza is increasingly being utilised in routine patient pathways in the acute 
settings. This helps rapidly confirm (often within 20 – 60min) whether a patient 
has influenza (or another respiratory infection) and can help guide appropriate 
admission locations, discharge and treatment. This in turn can help reduce 
nosocomial spread and bed blocking.  Wider embedding and use of these 
technologies across the NHS in seasonal influenza, and for other pathogens, 
would be of benefit in a pandemic. Currently their cost is prohibitive to a 
community or primary care setting, however this could change in the future as 
the technology continues to develop and evolve.  

5.8 New Care Models 

In the event of a severe pandemic, there will need to be a drastic shift in the way 
adult social services and community health care services are provided. The most 
important of these will be a much closer integration between the two sectors, sharing 
tasks where possible and consolidating visits, as previously outlined. Below are 
some additional options to enable an efficient response in the event of a reasonable 
worse-case pandemic.  

5.8.1 Staff portability 

• The impact of the pandemic may vary geographically over time; therefore it 
would be beneficial to allow staff to work for different providers, depending on 
levels of need. Additionally, staff may need to move location to care for ill 
family members but still be able to work in a different organisation for short 
periods of time. 

• This could be resolved by a national agreement to allow staff to work 
wherever they are needed. One proposal is a ‘skills passport’ that could move 
with staff between sites and organisations. 

• Key challenges of this include ensuring certain geographical areas do not 
become depleted of staff, staff orientation to the ‘new’ site’s geography and 
other nuances, and addressing safeguarding concerns (this could be met 
through  shadowing a ‘resident’ staff member or being ‘chaperoned’ for a 
period. 

• National consideration and leadership of this, working across relevant 
government departments, with arm’s length bodies and the professional 
organisations/ unions is needed to better understand the challenges and 
barriers, to be able to remove them in the face of a pandemic.  
 

5.8.2 ‘Hub and Spoke’ Model 

• The use of skype for Care/Rehab assistants whilst on site in a domiciliary 
setting to raise concerns with a remotely located, more senior clinician has 
been considered.  This would be achieved by a hub and spoke model with 
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one senior nurse/therapist/GP being accessible on a rota and aligns with the 
model used in 111 – where a team of non-clinical call handlers are supported 
by a registered nurse or other clinician.  

• There would be some risks to this including high demand on the clinician that 
prevents the care assistant accessing the advice in a prompt manner; 
however the risks are outweighed by the benefits. 

5.8.3 Increased use of telecare 

• For more able customers, telephone prompts/check-up calls (which could 
include video calling/skype) can support the less vulnerable, freeing capacity 
for those who cannot go without a visit. This could be linked to the above ‘Hub 
and Spoke’ model, with care assistants undertaking the calls and referring to 
a more senior clinician when concerned.  

6.0 Conclusion 

This paper sets out a plan on key options and considerations to maintain and 
augment community health care and adult social care sectors’ response to an 
extreme influenza pandemic. In the event of a severe pandemic it can be updated 
and utilised by decision makers to inform system changes. It represents the 
conclusion of ‘workstream 2’ as commissioned by  the Pandemic Flu Readiness 
Board on behalf of NSC(THRC). When this paper is next reviewed, that will include 
consideration of local implementation and whether there should be further national 
steps, such as national stockpiling or further legislative measures. 

As noted in the introduction, this is one part of the cross-government preparedness 
work, and has been developed in alignment with those other pieces of work.   

A resilience standard is being produced by DHSC, alongside the Civil Contingencies 
Secretariat and the Ministry of Housing, Communities and Local Government for 
Local Resilience Forums to outline what they should be including in their plans, and 
what leading practice exists. The 2011 National Pandemic Influenza Strategy will be 
refreshed in 2018/19 and will include more reference to the reasonable worse-case 
scenario, to ensure those involved in the response do not become complacent. 

The community health care aspects will be included in guidance being developed by 
NHS England on system preparedness and response to pandemic influenza. The 
Adult Social Care service facing guidance will be developed following March 2019. 

This paper outlines the prioritisation decisions that will need to be made by both 
community health care and adult social care. However, as has been demonstrated 
through this work, both community health care and adult social care will be under an 
extreme amount of pressure in a reasonable worse-case pandemic, and will be 
under pressure both to support the acute sector, as well as managing their existing 
and expanding caseloads.  
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Annex A: Stakeholders 

The stakeholders listed below attended a workshop on 24th November 2017.  

The purpose of the workshop was to understand best practice in local multi-agency 
interaction when are services under pressure, and to develop suggestions for 
managing an unprecedented demand and reduced workforce in community health 
and social care in a pandemic. 

NHS England 
Community Service Commissioning Team 
Hospital to Home Team 
NHS England South East Emergency Preparedness, Resilience and Response 
NHS Improvement 
Carter Team 
NHS Providers 
Cambridgeshire Community Services NHS Trust 
Camden and Islington NHS Foundation Trust 
Central & North West London NHS Foundation Trust 
Hounslow & Richmond Community Healthcare NHS Trust 
NHS South East London Surge Hub 
North East London Foundation Trust 
West London Mental Health Trust 
Local Government 
Association of Directors of Adult Social Services 
Local Government Association 
Local Authorities 
Central Bedfordshire Council 
Waveney Borough Council 
Public Health 
Southwark Council 
Sector Organisations 
Care England 
National Care Association 
Registered Nursing Home Association 
UK Homecare Association 
Voluntary Sector 
British Red Cross 
Department of Health and Social Care 
Community Services Team 

 

  














